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INTRODUCTION 
 
Patients suffering a myocardial infarction (MI) are usually admitted to coronary care units/intensive care units and 
are cared for by many health professionals, the majority of whom have undertaken advanced clinical courses of 
study. The emphasis of these courses, however, is often on the medical aspects of care, such as physiology, phar- 
macology and the biophysical responses of patients to medical treatment. Limited attention has been given to 
emotional issues associated with critical care psychological support (Theobald 1993). This highlights a possible 
lack of understanding by health professionals of the importance of psychosocial implications of cardiac conditions 
which affect the patient, and their families. 
 
The literature suggests that the spouse has an effect on the recovery and rehabilitation of the individual who has 
suffered an MI (Dhooper 1983, Wright & Leahey 1984, Young & Kahana 1987). The majority of the research 
regarding the spouse and cardiac illness has utilized quantitative approaches with few studies concentrating on the 
perceptions of spouses following their partner’s illness. Such information can only be revealed through descriptions 
of the nature of the individual’s experience. Furthermore, MI is prevalent in both males and females, yet few studies 
have examined male partners and their perception of the MI event. While this fact reflects gender differences in the 
epidemiology of myocardial infarction, investigations of adaptation by male spouses may reveal important aspects of 
care not usually considered by practitioners (National Heart Foundation 1995). 
 
LITERATURE REVIEW 
 
Cardiovascular disease is still the leading cause of death in Australia (43·8%) (National Heart Foundation 1995). 
During 1993 coronary heart disease (acute myocardia infarction) accounted for 24·5% of all causes of death in 
Australia (National Heart Foundation 1995). Despite the debilitating effects of this condition on the individual, 
family and society, few studies have investigated the needs of families with a critically ill member (Hickey 1990). In 
a review of the literature from 1976–88, Hickey (1990) found only eight studies concerned with the needs of 
families. These studies revealed widespread symptoms of distress. A recent study of 37 families during the recovery 
of the father’s first MI found that 7 weeks after the MI event family routines were disrupted, household chores 
suspended, social activities given up and the needs of children neglected or met by others (Worby et al. 1991). 
 
While the distress of the MI event created changes in family life such changes, in turn, altered the illness experience of 
the patient (Murdaugh 1987). A number of writers have suggested that the family unit influences recovery  and 
rehabilitation from illness such as MI (Hilgenberg & Crowley 1988, O’Keefe & Gillis 1988). The spouse is generally 
the closest family member to the person who has suffered the MI and has a crucial role in both enhancing  family 
resources and furthering their partner’s adjustment Often spouses become overwhelmingly concerned with  the welfare 
of their partner. This zealous concern may counteract the desires of the partner to return to normal  activity (Marsden & 
Dracup 1991). 
 
Thus far, the approaches taken to research the spouse’s experience post-MI have concentrated on administering 
 instruments which have been largely developed from other cardiac-related areas (Croog & Fitzgerald 1978, Stern 
 & Pascale 1979). Another major approach has been to categorize spousal responses according to predetermined 
 categories. For example, Riffle (1988) used a mailed questionnaire which asked spouses about ‘social support’ 
 and ‘ability to cope’. It could be argued that using these approaches to research limits the potential response of 
participants, hence the reason that this particular study sought to detail the unhindered descriptions of the nature 
of the individual spouses’ experience. 
 
THE STUDY 
The purpose of this study was to describe the lived experience of individuals whose partners had suffered their first 
myocardial infarction. The phenomenological approach used in the study has been found and shown to provide 
very rich and detailed accounts of peoples’ experience in a range of health care settings (Banonis 1989, Santopinto 
1989, Coward 1991). 
 
  
  
Phenomenological approach A phenomenological approach can assist nurses to understand the meanings that 
patients assign to their experiences of illness and it may also provide insight into the nurse–patient relationship and help 
us to discover ways of caring that are particular to the experiencing person (Morrison 1994). Edmund Husserl, the 
founder of phenomenology, claimed that every experience could be reduced to its essence or ‘essential possibility’ 
because without this, experience would be impossible (Stapleton1983). As nursing acknowledges and values the 
experiences that people ascribe to their existence, phenomenology is a valuable research methodology that assists 
nurses to uncover aspects of human life (Omery 1983, Morse 1989). 
 
Essentially, phenomenology provides a picture of the world of patients and nurses through approaching the participant 
naively, and gathering all the data that are given. The researcher strives to understand the data from the participant’s 
perspective, imposing no prejudice to influence the outcomes of the data analysis process (Omery 1983). The 
researcher is required to shift his/her attitude and take everything else out of consideration as the data are analysed 
(Taylor 1994). This process narrows the focus of Mikunas 1990). 
 
Bracketing In undertaking any phenomenological research it must be acknowledged that an individual brings with 
them, beliefs and prior knowledge about the phenomenon under investigation (Crotty 1996). Thus, in order to avoid 
imposing preconceptions on the phenomenon, the phenomenologist uses ‘bracketing’. Bracketing requires the 
researcher to reflect on past and current experiences in an attempt to separate this personal experience from 
thatrevealed by the participants under study (Crotty 1996). In tackling the issue of bracketing it is recognized that it is 
an ideal to not allow beliefs and prior knowledge to influence data collection and that this can be diffcult to achieve 
(Crotty 1996). 
 
Giorgi’s (1985) method assists in providing a detailed description of the participants’ experience. This may provide 
information for strategies to support the rehabilitating patient and his or her family. Thus phenomenology is utilized to 
guide the research process in capturing a deeper, more sensitive understanding of the life experiences of participants 
and giving these meaning. 
 
Participants 
 
The study consisted of three participants, two females and one male, whose partners had experienced a first-time MI 
which required hospitalization. The participants were interviewed approximately 1 month after their partner’s MI. The 
interviews with the participants took place at the spouse’s place of residence. At the time of interview all partner’s 
health conditions were stable. These individuals were provided with the opportunity to participate in the study while 
their partners were in the hospital. The spouses who chose to participate were Charlie, Linda and Grace. Charlie is a 73-
year-old retired male pastry cook who is married with two adopted children. He had been hospitalized with an MI 30 
years ago. Linda is a 47-year-old domestic worker living in a stable de facto relationship for 8 years. Grace is a 51-
year-old registered nurse, married with four children. The researcher, working alone, scheduled all three interviews 
over a 1-week period. Participants were instructed that their interview might take anywhere between 30 minutes to 3 
hours, depending on how they felt and the extent of the information that they wished to share. Participant 1 spoke for 
about 1·5 hours requiring minimal prompting or interruption from the researcher to continue with the description of 
his/her experience. The second interview proceeded for about 50 minutes with the participant becoming upset at times, 
which required the researcher to stop and then restart audio taping. The third participant spoke for approximately 30  
minutes, requiring encouragement to describe his/her perceptions in more detail. Each interview began in the same 
way, with the researcher encouraging the participant to speak freely about his or her experience in relation to the 
question ‘describe what it has been like for you following your partner’s heart attack’?  Each interview was taped, 
transcribed and analysed according to Giorgi’s stages (1985). 
 
 
Stages in the analysis of data 
 
The method for analysing the transcripts was adapted from Giorgi’s five-step empirical phenomenological process 
(Alexandersson 1981, Giorgi 1985). The first step involved reorganizing the raw transcript data into themes that were 
identified from the data. Under each theme, diverse meaning units from the transcript data were highlighted. These 
were refined and categorized into individual meaning units. At this stage the individual meaning units were still in the  
participants’ own words. The next step involved rewording and restructuring these individual meaning units so that the  
phrasing was in keeping with the researcher’s discipline discourse/language. Finally, these newly restructured 
statements  were synthesized into a description of the participants’ experiences of the phenomenon under investigation. 
This process preserved the uniqueness of each lived experience of the phenomenon, while enabling an understanding of 
the meaning of the phenomenon itself to emerge. 
 
 
  
  
EMERGING THEMES 
 
A number of issues emerged from each participant’s account of the experience, such as ‘feeling isolated’, ‘losing 
control’, ‘playing minder’. Issues common to all participants’ were clustered under five major themes: ‘crushing 
uncertainty’; ‘overwhelming emotional turmoil’; ‘the need for support’; ‘the lack of information heightened anxiety’; 
and ‘the acceptance of lifestyle changes’. An example taken from the raw transcript data is incorporated for each of the 
major themes.  
 
‘Crushing uncertainty’ 
 
All participants encountered feelings of crushing uncertainty. This was related to past experiences or current situations. 
Charlie portrayed this with the following extract from the transcripts: 
 
Oh didn’t know what was going on, you know. Couldn’t settle myself down. Rang up the daughter and son and told them, and I found 
out later that when she’d got to the hospital the daughter rang me and she went to the hospital and told me that she was in intensive 
care. 
 
Charlie felt unsure about what would happen to his wife, as a friend had suffered complications post-MI and he feared 
this for his wife. Linda experienced crushing uncertainty as a result of two different factors: her partner’s initial 
condition was unstable, and following his stabilization her partner decided to end their relationship. Grace described a 
number of factors contributing to her feelings of crushing uncertainty. She feared a negative future for her husband; she 
was suffering from medical problems herself at the time which required surgery; and plans were well under way to 
build a new home. 
 
‘Overwhelming emotional turmoil’ 
 
This theme reflects the emotional responses exhibited by each of the participants. Overwhelming emotional turmoil 
was experienced by each participant in various forms. Charlie experienced difficulty in normalizing his daily routine 
after becoming aware of his partner’s heart problem. Following his partner’s relapse during her convalescence he 
experienced sensations of ‘floating about’ and having problems ‘settling’, for fear that complications would occur for 
his partner. Linda described feeling overwhelming ‘emotional’ and ‘physical’ turmoil throughout the experience. Initial 
stress and worry centred on whether her partner would indeed survive the MI and were compounded when her partner 
subsequently ended the relationship, resulting in a major crisis. As their partnership was a personal and financial 
arrangement, Linda also experienced further pressure in managing the finances during her partner’s absence. An 
example of this is seen in Linda’s statement: 
 
I’ve been devastated, I’ve been just a nervous wreck you know, it’s made me. I can’t eat, can’t sleep, can’t concentrate on my 
work, you know I just think that I tend to blame myself but I know I shouldn’t. 
 
At this time Linda contemplated suicide, as she felt over whelmed by her current circumstances, feeling alone and 
unsupported. As a result of these stresses she had major difficulties co-ordinating her life, concentrating at work, 
eating, sleeping and maintaining normal living activities. For Grace, overwhelming emotional turmoil tended to 
peak at certain periods throughout her experience. This first occurred as a result of the need to see and seek out 
information about her partner while he remained in the accident and emergency area. Grace tried to keep her fears 
and feelings to herself and not let her partner know how she felt, thus creating a distance from the very person she 
relied on for support. The culmination of events left her feeling stressed, overburdened, guilty, sleepless and in 
pain. 
 
The need for support 
 
Each participant expressed a desire for support and help in a number of ways. Charlie acknowledged the efforts of 
hospital staff, however, he had difficulty understanding terminology and felt uncomfortable in the hospital 
environment. For Charlie, support was provided by his daughter who spoke with hospital staff regularly and 
arranged for Charlie and his partner to stay at her home for a few days after discharge. In addition to this, Charlie 
received support from a friend who shared an afternoon Linda, although having one close friend, believed she 
lacked support throughout the entire experience: 
 
Oh mum and I used to do everything together you know, go shopping. If I had a problem she’d be there to listen, uh she’d ring me 
up we’d have a chat, I could talk to her. But, right you know, really I haven’t got anyone to talk to anymore. And this last week 
was when I wish she was still here for me she’s a very strong lady and I think she would have held me together a bit more. I haven’t 
had a very close relationship with my father. 
 
  
  
At one point she felt desperate to talk with someone and called a telephone counselling service for help. Linda 
questioned the reasons why she had so little support and was angry about her predicament. Grace stated that she 
received support through her faith in God, a close friend whom she had known for many years, and her immediate 
family. Because she was in regular contact with her local GP she accepted a prescription for antidepressant 
medication ‘to help me to cope’. 
 
The lack of information heightened anxiety 
 
Each participant expressed the need to be continually informed about their partner’s progress. Charlie’s account 
portrays this feeling:  
 
I didn’t know what the hell was going to happen. I say what can happen with a heart attack or a stroke. I didn’t know what the 
Hell was going to happen and, ah, it was just luckily that my daughter was able to be at the hospital. Got here all the time, pass 
me on information, and that’s information cause she used to see the sister and the sister would tell her and you couldn’t get better 
information than that. And she’d give it to me and I knew that everything was coming alright. That made me feel pretty good. 
 
Charlie was content to receive such information second-hand from his daughter, while Linda and Grace wanted to 
see and speak with their partners. They became anxious, frustrated and concerned if they were unable to obtain this 
information directly from their partner. 
 
The acceptance of lifestyle changes 
 
The notion that lifestyles would change was experienced and acknowledged by each participant. Charlie decided to 
take on more household tasks to ease the burden on his partner. For Linda changes were on a more personal level, 
where she believed she would have to think before she spoke in future and ‘work’ even harder to resolve the difficulties 
in their relationship. Grace decided that changes were required, not only in terms of her own life but also in conjunction 
with her partner. Grace expressed the following: 
 
Probably facing the same sorts of things, so this year I’ve decided I’m going to get somebody else to take up that commitment rather 
than me so that we don’t have quite so many things to cope with.  One of the other person ladies in the church will do that Sunday 
school activity so that I’m more free to help Mark so that’ll help then to lighten the load and try to encourage Mark to take a day 
off a week (hahaha) that should help considerably. 
 
She had decided to give up some of her own commitments to spend more time supporting her partner, while realizing 
the need for both of them to take 1 day off a week and spend time together. Each participant accepted their adjustments 
in a positive way, believing this was the best way to deal with the current situation. 
 
DISCUSSION 
 
All three participants experienced varying degrees of emotional turmoil throughout their experience. The 
required emotional support may be provided if nurses and other health professionals openly acknowledge and 
normalize the behaviour and feelings displayed by spouses. This may reduce the spouses’ perceptions of isolation and 
provide a framework on which to pin their experiences as they adapt and cope with the situation. It is crucial for 
health professionals to acknowledge the support that the spouse requires, given the spouse’s impact upon the partner 
and influence on the recovery from the MI itself (Murdaugh 1987, Hilgenberg & Crowley 1988, O’Keefe & 
Gillis 1988, Worby et al. 1991). For example, an examination of the effects of in-hospital counselling on the knowledge 
of males who had suffered an MI and their spouses revealed a reduction in anxiety and depression and an 
increase in satisfaction with care and information in comparison to the control cohort (Thompson 1991). 
 
Stress 
 
In the literature, stress has emerged as a prominent feature of the spouse’s experiences. Wives have been found to 
remain at considerable emotional risk for up to 6 months after their husbands’ MI (Coyne & Smith 1991). Female 
partners commonly experience changes in self-concept and perceived roles as a person, wife and mother (Worby 
et al. 1991). Marital satisfaction is significantly reduced during hospitalization and wives also complain of sleeping 
difficulties and feeling alone. In a qualitative study of the experience of wives of men who had survived a cardiac 
arrest, wives feared recurrence of the event and felt overprotective, guilty and accountable for their husband’s survival 
(Simons et al. 1992). While a cardiac arrest has fewer warning signs than an MI event, the emotional trauma of being 
with someone who is critically ill is likely to be at least as intense. The possibility of the partner’s death was the most 
common stress identified by wives (Caplin & Sexton 1988). In a recent study of stressors during the MI event, both 
patient and spouse indicated the need for information as their most significant requirement (Moser et al. 1993). In most 
of the other categories, major differences existed between patient and spouse ratings of their needs. The spouses, for 
  
  
example, wanted further information about the patient’s feelings, sought time alone, and wished to talk with the patient 
about their own concerns. The patient, on the other hand, sought information about his/her condition, and wanted 
honest explanations and open discussion with health professionals about their problems. Disturbingly, 40–70% of needs 
ranked by the patient and spouse were unmet (Moser et al. 1993). 
 
Developing support networks 
 
Participants sought support from a variety of sources. It appears that when a spouse has limited family support 
they will seek help from any available sources, which may include voluntary organizations such as Crisis Care. The 
need for support highlights the intensity of problems that some spouses experience. Given this dilemma, it seems 
appropriate that acute hospital and community care nurses/health professionals should liaise where possible to identify 
and assist spouses who do not have adequate support systems available. In this study, the two spouses who had three or 
more sources of support seemed to have coped better with their situations. The one spouse who had part-time support 
from a friend and some support from Crisis Care seemed to have a number of unresolved problems that required 
professional intervention. Clearly, informal support groups need to be established and offered to spouses as a point of 
referral to facilitate emotional release and provide comfort. Spouses appear to need regular ongoing consultation to 
ventilate their concerns and discuss how they are feeling, coping and changing. In Queensland, Australia, there are two 
voluntary cardiac support groups managed by ex-cardiac patients who provide support, in terms of physical aid and 
social activities, for cardiac families. For example, members of one group assist with driving, visiting in hospital if 
requested, and perhaps even assist around the home of spouses/families who need this support. The other group 
provides mostly social activities. This group meets regularly and organizes activities such as dances, card nights and 
picnics, and holds guest lectures bimonthly on cardiac-related topics. Several members who have undertaken weekend 
lectures offer a counselling service to victims and spouses on a one-to-one basis as the need arises. These groups are 
not easily accessible. Moreover, although some hospitals have established formal cardiac rehabilitation programmes 
and a number of other hospitals have less formalized programmes and, perhaps, offer outpatient education sessions, 
these programmes may not always include the spouse in the process of recovery from the partner’s MI. Thus, there may 
be a need to incorporate some form of separate support in an informal group approach for the spouses in order to 
address some of their specific needs without burdening their partners. Recognizing that coping patterns of spouses are 
influenced by their cognitive appraisal, personal factors, environmental factors and coping resources is important 
(Nyamathi 1988). Reliance on at least three or four different sources of help during recovery from coronary bypass 
surgery is indicative and independently predictive of better emotional status, perceived quality of life and compliance 
with recommended behaviours (Kulik & Maher 1993). Educational and self-help material is available. Levine (1989), 
for example, produced a series of videos for spouses that provides information and strategies for support, incorporates 
self-care and discusses the challenge of recovery which may span a few months to years.  
 
Need for information 
 
The data generated from this study suggest a need for more comprehensive care for spouses. In particular there is a 
need for families in the post-MI period to be provided with more information about cardiac rehabilitation and address 
emotional issues of family members. The findings of this study support the need for continuous, updated information to 
the spouse throughout the hospitalization of their partner. Other studies have supported this need (Hickey 1990, Moser 
et al. 1993). After an MI there are likely to be widespread permanent changes in aspects of marital functioning and 
overall patient outcome (Shanfield 1990). A significant relationship exists between resumption of sexual activity 
following MI and successful rehabilitation, with sexual activities perceived to be closely related to marital satisfaction 
(Papadopoulos et al. 1980, Beach et al. 1992). In the role of protector, the spouse may attempt to guard the partner from 
potential stresses and heavy physical activities (Fiske et al. 1991). Changes in the perceived closeness of a couple have 
been found to be correlated positively with overprotectiveness, but negatively related to hostility. It has been suggested 
that overprotectiveness is a means of coping by some spouses to manage the uncertainty of the situation, while others 
who are less close to their partners may have difficulty managing the dependency of their partners, becoming frustrated 
and perhaps hostile. 
 
Providing practical advice 
 
There is a need for increased awareness by hospital staff about community services that may be available to assist 
and provide support for spouses. Not only is emotional support needed but support in terms of financial (practi 
cal) aid, education and community support groups is important. This study found that spouses do have concerns 
other than the health and well-being of their partner. The spouse needs to maintain the family home, manage the 
family income and carry out all the activities of daily home life. Perhaps it may be valuable for the spouse to spend 
some time with staff to ascertain which community supports would best suit their needs before their partner is 
discharged from hospital. 
 
  
  
Study limitations 
 
A major criticism of this study is the inability to generalize the findings of the phenomenological approach to the entire 
population. Essentially, this limits the application of findings to a wide range of areas. As phenomenology deals with 
the unique life experiences of individuals in their situations, it is diffcult to establish strict nursing practices to  
encapsulate the diversity of responses of any one phenomenon under investigation. Accordingly, findings from this 
study must be evaluated and discussed from a narrower perspective in a search for common elements of others  
experiencing similar life experiences such as an MI. 
 
Even though the sample size in this study was small, the willingness and extent of data collected is considerable. 
It is, however, common practice for phenomenologists to study only small sample sizes (Omery 1983). Moreover, it is 
important to note that conceptual generalizations are acceptable outcomes of qualitative studies which involve limited 
numbers of participants as the source of the data. Further, the length of the interviews could also be criticized, yet it is 
worth noting that the detailed perspectives of the participants which were gained helps to counteract this criticism. 
 
CONCLUSIONS 
 
The findings of this study reveal a number of themes that have significance for increasing the understanding of 
nurses who care for myocardial infarction patients and their families. Spouses in this study appear to be neglected 
within the framework of cardiac rehabilitation. There could be a need for nurses and other health professionals to 
develop strategies to help patients and their families manage the emotional turmoil that is experienced, to provide 
families with more information regarding the patient’s progress during hospitalization, and foster the establishment of 
social networks and links with community services to enable more support for spouses. Further studies that explore 
issues such as the effectiveness of community support systems in terms of meeting spousal satisfaction would be 
helpful. Making a comparison between the patient and spouse, contrasting commonalities of their experiences during 
the MI event, and at 1 and 6-month intervals post-discharge would help clarify issues raised in the present study. The 
commonalities and differences of the experiences of the patient and spouse may highlight areas for attention in critical 
care nursing and promote future positive hospital experiences for patients and their families. 
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